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ABSTRACT 
An Investigation of Criterion-Related Validity 
and Clinical Sensitivity of the Internalizing 
Symptoms Scale for Children 
by 
Lisa Ann McClun, Doctor of Philosophy 
Utah State University, 1997 
Major Professor: Dr. Kenneth w. Merrell 
Department: Psychology 
The need for a self-report instrument that assesses 
internalizing problems in children ages 8 through 12 is 
evidenced in the lack of such an instrument, and in the 
prevalence of internalizing problems in children. A new 
iii 
self-report instrument, t he Internalizing Symptoms Scale for 
Children (ISSC), has been proposed and developed to fit this 
need. The present study evaluated the criterion-related 
validity, clinical cutoff points, and discriminating power of 
the ISSC. Two groups of child subjects, clinic-referred and 
general-school-population, were recruited and administered 
the ISSC, and a parent of each subject completed the Child 
Behavior Checklist (CBCL). Each case within the clinic-
referred group was then classified as an Internalizer or non-
Internalizer based on the CBCL Internalizing ~-score. The 
CBCL was identified as the criterion because of empirical 
methods used in creating the factor structure, extensive 
clinical use, psychometric properties, cross-informant 
design, and large research representation. 
iv 
Results of the evaluations indicated the rssc to have 
moderate, yet adequate evidence of criterion-related 
validity, an optimum clinical cutoff point of 70 (raw score), 
and strong discriminating power. These results give support 
for the clinical use of the ISSC as a screening instrument, 
and for potential use in diagnosis and treatment planning. 
(111 pages) 
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INTRODUCTION AND PROBLEM STATEMENT 
The understanding of childhood psychopathology has 
evolved significantly in the last two decades. Original 
theorists regarded most children as being unable to 
experience emotional distress to the degree that was reported 
by adults. However, observation, research, and a more 
accurate understanding of cognitive development have all 
proven that children do experience emotional distress to a 
significant and sometimes debilitating degree. 
Researchers investigating child psychopathology have 
suggested that two broad-band categories of symptomatology 
exist: internalizing and externalizing disorders. Karen 
Horney (1945) was one of the first to distinguish the two 
dimensions with the simple definitions of children who "move 
away from the world" (internalizing), and those that "move 
against the world" (externalizing). In more explicit terms, 
internalizing disorders are inner-directed, covert 
expressions of distress, that include the mood, anxiety, and 
somatic disorders, whereas externalizing disorders are 
characterized by outer-directed, overt behavioral excesses, 
and include disorders of conduct, attention, and oppositional 
defiance. 
Of heightened interest in the last 15 years, researchers 
have examined the symptomatology, prevalence, and related 
problems associated with internalizing disorders. Children 
who suffer from inner-directed distress may be at risk for 
many negative outcomes, including social withdrawal, social 
and academic incompetence, low self-esteem, physical 
illnesses, and suicide attempts (Bloom, 1976; Merrell, 1994). 
In addition, internalizing problems in childhood have been 
reported to be antecedents to adolescent and adult 
personality disorders (Bernstein, Cohen, Skodol, Bezirganian, 
& Brooks, 1996). 
2 
In consideration of such negative effects, internalizing 
disorders in children are serious and warrant early, accurate 
identification in order to implement effective intervention. 
However, due to the covert nature of these disorders, the 
symptoms often remain hidden and undetected. Designing 
reliable and valid assessment instruments for identifying 
internalizing problems has been difficult, due to a lack of 
clearly defined taxonomies within both the broad-bands and 
narrow-bands of internalizing disorders. With the 
advancement of research on internalizing problems in 
children, instruments have been developed in which the 
developers purport to assess the existence and severity of 
symptoms related to internalizing disorders, particularly 
depression and anxiety. Item development has been based on 
criteria outlined in the Diagnostic and Statistical Manual-
III (American Psychiatric Association, 1980) and Research 
Diagnostic Criteria (Spitzer, Endicott, & Robins, 1978), and 
different informant source instruments have also been 
utilized. 
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Self-report instruments have emerged as important tools 
in evaluating child psychopathology. Such instruments have 
been demonstrated to supply useful information regarding the 
existence and severity of symptoms that the child is 
experiencing . As a result, mental health professionals have 
relied on scores from self-report instruments as an essential 
part of the diagnostic assessment battery (Merrell, 1994). 
Currently, there are several self-report instruments for 
children that are used in the assessment of symptoms related 
to specific internalizing disorders such as depression or 
anxiety (i.e., Children's Depression Inventory, Reynolds 
Child Depression Scales, Revised Children's Manifest Anxiety 
Scale, and State-Trait Anxiety Scale for Children). However, 
none of these instruments have been designed to assess the 
existence and severity of symptoms related to the entire 
spectrum of internalizing disorders for children within the 
ages of 8 to 11 (Reynolds, 1992). Achenbach's Youth Self-
Report (YSR, Achenbach, 1991c) was designed to assess 
internalizing problems in children; however, it is not 
appropriate for children under age 11. In addition, items 
are not designed to measure positive and negative 
affectivity, which are important factors for better 
understanding the broad-band of internalizing problems. 
With the high rates of comorbidity that exist among the 
internalizing disorders (Brady & Kendall, 1992; Kendall, 
Kortlander, Chansky, & Brady, 1992; Ollendick & King, 1994), 
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current instruments designed to measure symptoms related to a 
specific diagnosis may lack important questions related to 
symptoms of other internalizing problems. Given the serious 
nature of internalizing problems, it is critical to address 
the entire range of symptoms, specifically in regard to 
comorbidity, to appropriately diagnose and plan intervention 
strategies. 
This study was designed to investigate the validity of a 
newly developed self-report instrument, the Internalizing 
Symptoms Scale for Children (ISSC) (see Appendix A), in which 
the authors' intent was to address the need for an instrument 
that would measure internalizing symptomatology of children 
in Grades 3 through 6 (Merrell & Walters, 1996). The authors 
proposed that scores obtained from the ISSC would reliably 
and validly identify symptoms related to the broad-band of 
internalizing syndromes or disorders. The ISSC is proposed 
for research and clinical use as an initial screening tool, 
to be used in conjunction with behavior checklists and 
semistructured interviews in the process of diagnosing and 
designing treatment for children who may be experiencing 
internalizing disorders. 
Reliability and content validity studies conducted on 
the ISSC have produced evidence of excellent internal 
consistency, strong content validity (Walters, 1996), and 
adequate to strong temporal stability (Michael, 1997) . In 
addition, studies have been conducted to investigate 
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sensitivity to gender differences (Merrell & Dobmeyer, 1996); 
gifted status (Merrell, Gill, McFarland, & McFarland, 1996); 
convergent validity (Merrell, Anderson, & Michael, in press); 
and factorial structure (Merrell, Crowley, & Walters, in 
press). Currently, the ISSC has not been tested for evidence 
of criterion-related validity, which would be valuable for 
evaluating how well the measure discriminates on the critical 
symptoms of internalizing disorders. When an author states 
that an instrument has evidence of validity, it is suggested 
that the instrument accurately measures the construct which 
it has been purported to measure. The !SSC is purported to 
produce scores that i ndicate that a child is, or is not 
experiencing internalizing problems to a clinically 
significant degree. Evidence of criterion-related validity 
for the ISSC would indicate that scores on the instrument 
would be positively and highly correlated with criteria used 
to make a diagnosis of an internalizing disorder. To 
establish evidence of this type of validity, scores on the 
!SSC obtained from the clinical and general-school-population 
samples were compared to the criterion used to make the 
internalizing diagnoses. The comparison produced results 
that were used to evaluate the criterion-related validity of 
the !SSC. 
Investigation of criterion-related validity for the !SSC 
provided information relevant to evaluating the clinical 
usefulness of the !SSC. The criterion measure used for this 
study is the Child Behavior Checklist--Parent Form (CBCL, 
Achenbach, 199la). This instrument provides ~-scores for 
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internalizing, externalizing, and total problem areas, that 
are often used for making diagnostic decisions. The ~-score 
for each problem area can be directly compared with the total 
score provided on the !SSC. It was hypothesized that the 
relationship between scores of the two instruments will 
provide sufficient evidence of criterion-related validity for 
the !SSC. Such validity evidence would support the clinical 
use of the !SSC for identifying clinically significant 
internalizing symptoms in children. 
This study was also designed to evaluate possible 
clinical cutoff scores for the !SSC. Total scores on the 
!SSC, obtained from a clinical sample, in conjunction with 
the CBCL criterion were compared to scores obtained from a 
general-school-population sample. This procedure was used to 
establish the sensitivity (proportion of true positives) and 
specificity (proportion of true negatives) for each score, 
and identification of a cutoff score that will accurately 
identify children with internalizing disorders. 
REVIEW OF THE LITERATURE 
This literature review was conducted to establish 
support for the necessity of developing a self - report 
instrument to be used for assessment of internalizing 
problems in children from age 8 through 12 years old; and to 
establish the importance of testing the criterion-related 
validity of the instrument. The literature review was 
initiated through a search of Psychlit using the following 
key words: internalizing disorders , criterion-related 
validity, self-report instruments , and children. Articles 
were then gathered and reference lists were used to find 
further related sources. In addition, self-report manuals 
were reviewed for psychometric information and research 
information reported for the specific instrument. 
Information collected from the literature search is 
presented in an overview of internalizing disorders including 
definitions, prevalence, related problems, and comorbidity 
issues. Definitions of test validity and support for the 
CBCL as a criterion measure are then given followed by a 
comparison of the clinical usefulness of self-report 
instruments to other types of assessment, and a review of 
critiques of self-report instruments designed to measure 
internalizing constructs in children. Last, a review of 
primary studies designed to investigate the criterion-related 




Overview of Internalizing Disorders Literature 
The construct of internalizing disorders has been well 
established in the literature by several researchers (e.g., 
Achenbach & Edelbrock, 1989; Horney, 1945; Ollendick & King, 
1994; Reynolds, 1992). The general characteristics of 
internalizing disorders include inner-directed, over-
controlled emotional problems that focus on the self 
(Ciccetti & Toth, 1991; Reynolds, 1990, 1992). Reynolds 
(1990) listed the following classes of disorders as falling 
under the broad-band of internalizing problems: anxiety, 
depression, somatic complaints, schizophrenia, social 
withdrawal , and suicidal behavior. Researchers have provided 
empirical evidence for the construct of internalizing 
disorders (Achenbach, 1988, 1991a; Quay, 1986; Reynolds, 
1988), and the American Psychiatric Association (1980, 1987, 
1994) has provided formal definitions of disorders in the 
diagnostic and statistical manuals that directly relate to 
the general classes of internalizing problems. 
Although researchers have established that children do 
experience internalizing problems, understanding the depth 
and breadth of the specific symptoms within the different 
internalizing disorders has been hindered by various 
difficulties. First, internalizing problems, by their 
nature, are difficult to observe and reporting of these 
symptoms is often obscured by the child's level of cognitive 
sophistication, social incompetence, or inconsistencies 
between child, parent, or teacher perceptions (Ciccetti & 
Toth, 1991; Reynolds, 1992). Second, the coexistence of 
symptoms further obscures the identification of specific 
symptomatology. Many researchers have indicated that 
comorbidity commonly exists among the specific internalizing 
disorders, which makes it difficult to delineate specific 
groups of related symptoms (Brady & Kendall, 1992; Joiner, 
Catanzaro, & Laurent, 1996; Kendall et al., 1992). Finally, 
developmental issues related to child psychopathology are not 
completely understood, and many of the diagnoses given to 
children are simply based on the criteria used to diagnose 
adult symptomatology, without empirical evidence of related 
symptomatology for children or consideration of developmental 
issues (Achenbach & Mcconaughy, 1991; Ciccetti & Toth, 1991). 
To address the issue of better understanding the 
internalizing problems experienced by children, several 
researchers have investigated the presence of symptoms 
reported by parents and children, and have worked to develop 
standardized taxonomies of internalizing syndromes (e.g., 
Achenbach, 1985; Achenbach & Mcconaughy, 1991). General 
definitions of the primary internalizing categories of 
depression, anxiety, somatic complaints, and social 
withdrawal have been comprised by combining both empirically 
derived definitions and definitions provided by the 
diagnostic manuals. The empirical research has provided a 
better foundation for investigation of the prevalence rates, 
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risk factors, and related problems of internalizing problems 
in children. The following information has been gathered 
through extensive review of the current literature on 
internalizing problems in children, adolescents, and adults. 
Current definitions, diagnostic criteria, and prevalence 
rates are presented for depression, anxiety, somatic 
complaints, and social withdrawal, followed by information 
related to implications associated with internalizing 
problems. In addition, the issue of comorbidity is 
addressed, as it significantly impacts the understanding of 
internalizing problems in children. 
Depression 
10 
An increased interest in the manifestation of depressive 
symptoms in children took place when researchers became 
cognizant of effects of stress on children (Reynolds, 1990). 
The detrimental effects on children from major life events, 
daily hassles, or disruptions in family were noted by 
researchers to be similar to the depressive symptoms reported 
by adults (Reynolds, 1990). Several researchers have since 
speculated about the specific manifestation of depression in 
childhood and how it is similar to or different from adult 
depression (Kazdin, 1987a; Reynolds, 1992). 
The symptomatology of adult depression has been 
investigated and standardized through use of self-report and 
semistructured interviews. Information gathered through 
investigation of adult depressive symptomatology shaped the 
11 
criteria used in diagnosis of clinical depression. 
Researchers investigating symptomatology of depression in 
children have relied on assessment tools designed for adults, 
with only minimal modifications made for assessment of 
children (Achenbach, 1985; Quay, 1986) . Therefore, current 
diagnostic criteria listed for depression, and related mood 
disorders are practically identical for children and adults 
because of the restricted methods in which information was 
gathered regarding depressive symptomatology of children. 
The symptoms listed in the DSM-IV (APA, 1994) that 
define depression include: (a) depressed or irritable mood, 
(b) anhedonia, (c) failure to make expected weight gains, (d) 
insomnia or hyposomnia, (e) psychomotor agitation or 
retardation, (f) loss of energy, (g) feelings of 
worthlessness, (h) diminished ability to concentrate, and (i) 
recurrent thoughts of death. Criteria for a child diagnosis 
include presence of depressed or irritable mood and 
anhedonia, in addition to three or more of the other symptoms 
listed. Duration of time is at least 2 weeks, with a marked 
change in previous functioning (APA, 1994). 
In addition to the specific symptoms listed above, 
researchers have suggested that the presence of negative 
affect, and the lack of positive affect, can be used as 
significant indicators that a child is experiencing 
depression. Negative affect is expressed through moods such 
as fear, sadness, anger, and guilt (Crowley & Emerson, 1996; 
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Joiner et al., 1996). Lack of positive affect, or 
"pleasurable engagement with the environment" (Watson, Clark, 
& Carey, 1988, p. 347) can be the discriminating factor 
between a diagnosis of depression or anxiety, as children who 
present exclusively with anxiety symptoms have also reported 
positive affect. 
The prevalence rates of depression in children have been 
thought to be underestimated because of the covert nature of 
the symptoms (Reynolds, 1992). Therefore, recent prevalence 
studies may represent only a partial description of the 
problem. In light of this finding, reported estimates from 
1% to 5.9% are indicative of the large number of children who 
suffer with a significant degree of emotional distress 
(Beitchman, Inglis, & Schachter, 1992; Costello, 1989; 
Lefkowitz & Tensiny, 1985; Reynolds, 1992). 
Longitudinal studies have provided information regarding 
associated impairment of depression in children. Poor 
relationships with peers, higher incidents of suicidal 
behavior, and school failure have all been found to correlate 
highly with childhood depression (Ollendick & King, 1994; 
Reynolds, 1990). In a study of children between the ages of 
6 and 12, Cohen-Sandler, Berman, and King (1982) reported 
that 14 of 20 adolescents who had attempted suicide had been 
previously diagnosed with a depressive disorder. Childhood 
depression has also been found to be an antecedent to adult 
personality disorders (Beitchman et al . , 1992). In addition, 
self-concept has been reported to be negatively related to 
internalizing problems (Merrell, 1994). 
Anxiety 
The third edition of the DSM (APA, 1980) included 
13 
separate anxiety disorders specific to childhood. This 
inclusion initiated several research investigations to 
examine specific symptomatology of anxiety experienced by 
children and has provided a more concise understanding of 
childhood anxiety (Albano & Chorpita, 1995). The general 
characteristics of anxiety are physiological hyperarousal, 
excessive distress, and maladaptive behaviors. These 
characteristics are often in response to persistent thoughts 
of future events, self-competence, past and present behavior, 
or unrealistic harm related to a specific object or situation 
(Joiner et al., 1996; Strauss, 1990). 
Prior to the DSM-IV (APA, 1994), researchers agreed that 
anxiety was manifest in children most often through 
separation, overanxious, and the avoidant disorders (Albano & 
Chorpita, 1995; Beitchman et al., 1992; Ollendick & King, 
1994; Strauss, 1990). The DSM-IV, however, excluded the 
avoidant disorder category, and made several criteria changes 
to the overanxious disorder, which is now classified as 
generalized anxiety disorder. The changes were influenced by 
several overlapping symptoms within the different anxiety 
disorder classifications (Joiner et al., 1996; Ollendick & 
King, 1994). The DSM-IV anxiety disorders and the symptom 
criteria that are most commonly diagnosed in children are 
listed in Table 1. 
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Bernstein and Bochardt (1991) suggested that anxiety 
disorders are the most common category of internalizing 
symptoms experienced by children. Reported prevalence rates 
have ranged from .9% for social phobia to 9.2% for simple 
phobias (Beitchman et al., 1992). Misunderstanding of normal 
developmental fears may have contributed to the high 
prevalence rate reported for simple phobias (Beitchman, et 
al., 1992), as Strauss (1990) reported a prevalence rate of 
only 2.4% for simple phobia. Strauss also reported rates of 
3.5% for separation anxiety, and 2.9% for generalized anxiety 
disorder, with separation anxiety and simple phobia more 
prevalent in younger children, while generalized anxiety 
disorder and social phobia were more common in older 
children. 
Anxiety may cause a child to become overdependent on 
caregivers, refuse to participate in social activities, and 
refuse to attend school (Strauss, 1990). Behaviors such as 
these may greatly impede a child's social development and 
academic achievement, and can increase the risk of 
depression. Anxiety disorders may a l so involve excessive 
somatic complaints with no apparent physical basis, leading 
to numerous medical examinations and further avoidance 
behaviors (Beidel, Christ, & Long, 1991; Livingston, Taylor, 
& Crawford, 1988; Siqueland, Kendall , & Steinberg, 1996). 
15 
Table 1 
Diagnositic Criteria for Separation Anxiety Disorder, 








Persistent and unrealistic worry about harm befalling 
major attachment figures 
Persistent and unrealistic worry that calamitous event 
will seaport child from major attachment figures 
Reluctance/refusal to go to school in order to stay 
with attachment figure 
Reluctance/refusal to sleep apart from major attachment 
figure 
Avoidance of being alone at home 
Repeated nightmares involving theme of separation 
Complaints of physical symptoms 
Recurrent distress in anticipation of separation from 
home/attachment figure 
Distress when separated from home or major attachment 
figure 
Generalized Excessive anxiety and worry 
Anxiety 
Disorder Difficulty controlling the worry 
(OVerly Anxious 




Being easily fatigued 




Excessive shrinking from contact with unfamiliar 
people, for 6 months or longer, sufficiently severe to 
interfere with social functioning in peer relationships 
A d~sire for social involvement with fa."Tliliar people 
and generally warm and satisfying relations with family 
members and other familiar persons 
16 
Somatic Disorders 
Anna Freud (1926) described the case of a child in which 
physical symptoms were pronounced, yet no medical explanation 
could be found. This was one of the first reported cases of 
a child experiencing physical symptoms in response to 
emotional distress. Somatization is defined as physical 
symptoms that are misattributed to physical disease (Murphy, 
1989), or to complaints or impairments that are in excess of 
that expected from the physical findings (Kellner, 1991). 
Medical professionals have long observed the presence of 
somatization in children (Campo & Fritsch, 1994). Expression 
of physical pain, or manipulation of physical needs may be a 
child's only way of conununicating emotional distress, due to 
unsophisticated cognitive abilities to understand or 
verbalize emotional responses (Cicchetti & Toth, 1991). 
Complaints are most often expressed as headaches, low energy, 
abdominal pain, and limb pain (Campo & Fritsch, 1994; Last, 
1992). Table 2 includes the 27 symptoms that could be 
experienced by a child with a somatic disorder. The DSM-IV 
specifies that at least 13 must be present for a diagnosis to 
be made. Eight other symptoms are listed in the DSM-IV 
related to sexual symptoms or female reproductive symptoms. 
Estimating accurate prevalence rates of somatic 
disorders has been difficult because of a lack of consistency 
in the instruments and methodology used to diagnose (Campo & 
Fritsch, 1994). Using DSM-III criteria, Garber, Walker, and 
Table 2 
Diagnostic Criteria for Somatization Disorders 
Type 
Gastrointestinal symptoms: 
Pain symptoms : 









intolerance of several 
different foods (gets sick 
from) 
pain in extremities 
back pain 
joint pain 
pain during urination 
other pain (excludes 
headaches) 












fainting or loss of 
consciousness 
seizure or convulsion 
trouble walking 
paralysis or muscle weakness 
urinary retention or 
difficulty urinating 
Zeman (1991) found that in a sample of 541 children, 25% 
reported headaches, 23% reported low energy, 21% reported 
sore muscles, and 17% reported abdominal discomfort on a 
regular basis. Based on the DSM-IV criteria, approximately 
17 
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1% of children are reported to experience a somatic disorder 
(Campo & Fritsch, 1994). Campo and Fritsch suggested 
"sornatization may be one of the most common ways for 
psychiatric disorder to present in the pediatric setting" (p. 
1233), and Last (1992) noted somatic complaints are often 
expressed in children who are experiencing anxiety and/or 
depression. 
Social Withdrawal 
Although not defined as a specific disorder in the DSM-
IV, Achenbach (1988) and Quay (1986) identified through 
empirical research the disorders of social withdrawal and 
social ineptness. Expressed through behaviors such as 
avoidance of social interaction, refusal to talk, and seeking 
to be alone, social withdrawal is usually influenced by other 
internalizing problems, and associated with life-long 
psychopathology (Merrell, 1994). Impairments in social 
relationships may also influence academic achievement, as 
children are not engaging with teachers, and teachers may 
overlook a child who is very quiet and withdrawn 
(Quay & La Greca, 1986). Also, prognosis for recovery from 
mental health problems tends to be worse for children who are 
socially inept, compared to children who are assertive 
(Merrell, 1994). 
The exact prevalence rates of children with social 
withdrawal have not been located, as social withdrawal has 
not been identified as a specific clinical disorder; however, 
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Apolloni and Cook (1977) observed that it is a conunon problem 
experienced by children referred for mental health services. 
Associated Problems 
Children who experience symptoms of depression, anxiety, 
and somatic disorders often report below average levels of 
self-esteem (Reynolds, 1992). Low self-esteem has been 
associated with increased delinquent behavior, lower 
scholastic achievement, and social withdrawal (Harter, 1986). · 
In consideration of the risk factors and associated 
problems reported, internalizing disorders in children 
represent a serious group of problems that invade many 
aspects of a child's life. Early and accurate assessment of 
these types of problems is necessary in the implementation of 
effective intervention and prevention of further risk factors 
(Reynolds, 1990). To help in the evaluation process, several 
instruments have been developed with the purpose of 
identifying the existence and severity of symptoms related to 
the internalizing disorders. Many authors have reviewed 
assessment instruments conunonly used for this purpose, and 
have given reconunendations regarding clinical usefulness. A 
review of these articles will be presented following the 
section on test validity. 
Comorbidity Within the 
Internalizing Disorders 
The coexistence of disorders within the internalizing 
problems has been well documented with prevalence estimates 
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of comorbidity ranging from 15% to 60% (Brady & Kendall, 
1992; Joiner et al., 1996; Last, Strauss, & Francis, 1987; 
Ollendick & King, 1994). Longitudinal data have revealed 
that "developmental pathways and outcomes of children with 
multiple concurrent disorders may differ from those with 
single or pure disordersn (Ollendick & King, 1994, p. 919). 
Examination of the different concurrent disorders has 
revealed that depression and anxiety occur concurrently in 
approximately 27% to 36% of cases referred for clinical 
treatment. Last et al . (1987) found that concurrent anxiety 
disorders were frequently diagnosed in a clinical sample of 
children. Beidel et al. (1991) reported that anxious 
children reported a broad range of somatic symptoms, 
including headaches, nausea, choking, and dizziness, in 
addition to the somatic symptoms more specific to panic. 
The presence of concurrent internalizing disorders 
increases the potential for long-term mental health problems 
(Reynolds, 1990), thus increasing the risk for associated 
problems. In addition, the overlapping of disorders 
confounds the problem of assessment and appropriate treatment 
planning. Ollendick and King (1994) speculated different 
responsiveness to various treatment regimens for children 
with concurrent internalizing disorders, thus emphasizing the 
need for accurate assessment of symptoms. 
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Test Validity 
Accurate assessment of internalizing disorders in 
children is important for clinical and research purposes. To 
gather accurate information, instruments used to assess 
internalizing symptoms must be both reliable and valid. 
Reliability refers to the degree to which systematic versus 
unsystematic sources of variance have influenced test results 
(Flanery, 1990). Validity has been defined as the "degree to 
which the test actually measures what it purports to measure" 
(Anastasi, 1988, p. 28). Because of the focus of this study, 
reliability will not be covered. However, it is recognized 
as a necessary element for assessment instruments. The 
following section provides information regarding types of 
validity and the importance of each as necessary components 
of assessment instruments. 
The validity of an instrument must be established on the 
basis of its intended use, and the concreteness of the 
construct that it has been purported to measure (Anastasi, 
1988). Instruments used to measure psychological constructs 
require the developer to first define the construct and 
second, develop meaningful ways to measure that construct. 
Results of the completed instrument may then be used to infer 
information directly related to the construct. The test 
developer's reported degree of validity evidence indicates 
the degree of confidence that the instrument is providing 
accurate information for the stated purpose. 
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Three types of test validity are used to assess the 
usefulness of an instrument: (a) contentr (b) construct, and 
(c) criterion-related. Each type of validity is assessed at 
different stages in the development of an instrument, and 
evidence of all three is necessary to ascertain the overall 
validity of the instrument. Definitions and related 
procedures for assessing the degree of specific types of 
validity have been given by many sources, which emphasize the 
necessity of establishing evidence of validity within the 
development of an instrument . Criterion-related validity is 
particularly emphasized in this section, as it is a major 
focus of the proposed study. 
Content Validity 
Anastasi (1988) described content validity as "the 
systematic examination of the test content to determine 
whether it covers a representative sample of the behavior 
domain to be measured" (p. 140). The sample of items chosen 
to represent the total population of items related to the 
construct must cover both the depth and breadth of the area 
of the construct. The process for selection of the sample of 
items is empirical, and may be completed through a number of 
different methods. 
Construct Validity 
The degree to which an instrument measures a theoretical 
construct represents construct validity (Anastasi, 1988). 
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The first step in establishing construct validity is to 
demonstrate evidence that the construct is accurate. This 
can be accomplished through review of related literature, 
analysis of instruments used to measure the construct, and 
professional feedback. Once accuracy of the construct is 
established, evidence must be provided that the instrument is 
consistent with the construct, and that responses to the 
items will reveal information related to the construct. 
Construct validity may be tested by correlating the new 
instrument with older, previously validated instruments 
thought to measure the same construct (convergent validity); 
by correlating the new instrument with valid instruments that 
measure differing constructs (divergent or discriminant 
validity); and through factor analysis of individual items on 
the instrument. Also, construct validity can be evidenced by 
demonstrating that the measurement is sensitive to 
differences between groups of subjects hypothesized to differ 
on the construct being measured . 
Criterion-Related Validity 
Criterion-related validity refers to the effectiveness 
of an instrument in predicting an individual's status on a 
specific criterion. The new instrument is referred to as the 
"predictor," and the instrument or status with which it is 
being correlated is the criterion measure. Criterion-related 
validity may be either concurrent or predictive. Concurrent 
criterion-related validity is tested when both the predictor 
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and criterion are assessed at or about the same time. 
Predictive criterion-related validity is tested when the 
predictor is administerec prior to the criterion (Association 
for Advanced Training in the Behavioral Sciences [AAT], 
1992). Evidence of concurrent criterion-related validity is 
most useful for instrumer.ts that are being used as screening 
tools used to estimate an individual's current status on the 
criterion. 
A validity coefficient is often used to describe the 
degree of criterion-related validity of an instrument. The 
scores on the predictor are correlated with the scores on the 
criterion measure using a correlation coefficient such as the 
Pearson product-moment correlation coefficient. According to 
the psychometric manuals of the AAT (1992), criterion-related 
validity coefficients ar e rarely over +.60, and can be 
considered acceptable as low as +.30. Squaring the 
coefficient is recommended for interpretation of the 
criterion-related validity coefficient, as this procedure 
provides an estimate of the percentage of the variability in 
criterion scores that is explai ned by variability in 
predictor scores. Establishing sufficient evidence of 
criterion-related validity is a critical step in establishing 
the clinical usefulness of an instrument. In the section 
reviewing critiques of self-report instruments, it was noted 
that authors of the specific instruments were often negligent 
in testing or reporting evidence of validity. This is an 
area of concern regarding the currently used self-report 
instruments designed to measure internalizing disorders in 
children. 
The Importance of Using Self-Report Instruments 
for Assessing Internalizing 
Problems in Children 
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various types of assessment methods are used to measure 
psychopathology in children. Assessment of internalizing 
disorders, however, presents unique problems due to the 
covert nature of the symptoms. Symptoms related to 
internalizing disorders are generally experienced internally, 
and external display of symptoms is subtle and often remains 
undetected (Reynolds, 1992). Thus, methods of assessment 
that rely on observation of external behaviors (i.e., rating 
scales, direct observation, parent interviews) may be 
insufficient sources of information, as the critical symptoms 
could go unnoticed and unreported (Kazdin, 1989). Therefore, 
the self-report method of assessment may be a more desirable 
way of measuring internalizing problems in children (La 
Greca, 1990). 
Self-report information can be obtained through either 
direct interviews with the child or paper-and-pencil 
instruments . The interview can produce useful information 
regarding the child's perspective related to internalizing 
problems he/she may be experiencing. However, Costello 
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(1986) suggested that information obtained from interviews 
with young children may be influenced by the interviewer's 
style or formation of the questions . Costello (1982) also 
suggested that early diagnostic impressions may influence the 
questions posed in the interview, and the interview may, 
then, only serve to confirm a hypothesis. Along with the 
time and cost involved with conducting interviews, the 
problems noted by Costello (1982, 1986) indicate that self-
report data may be more efficiently and reliably obtained 
through the paper-and-pencil method. Self-report instruments 
provide a systematic approach for obtaining information 
regarding the child's internalizing problems, as well as 
having the precision provided by psychometric testing (Quay & 
La Greca, 1986). 
Limitations of Self-Report Instruments 
Self-report instruments, however, have limitations that 
must be considered. Response biases, through either response 
sets or response style, may create error variance in the 
measurement for the trait of interest (Gregory, 1992). 
Response biases can either occur when responses are intended 
to present the test taker in a certain manner (response set), 
or when a test taker responds to difficult or ambiguous items 
in a particular way (response style; Brown, 1983). Another 
limitation in self-reports is presented when children are the 
responders. The developmental level, or ability of children 
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to recognize and identify their own negative characteristics 
can influence responses (Glennon & Weisz, 1978). However, 
Cantwell and Carlson (1983) have asserted that in samples of 
both clinical and nonclinical child subjects, identification 
of affective symptoms was observed to an adequate degree . 
Disagreement Between cross-Informant Reports 
Accurate assessment of behavioral or emotional problems 
in children requires multiple methods and sources for 
gathering information. Cross-informant information is 
necessary for understanding what behaviors are being 
observed, and to what degree the behaviors are c ausing 
problems. Parent reports are an essential element in 
assessing internalizing problems in children; however, 
researchers have documented inconsistencies between parent 
and child reports for internalizing problems. Often, 
information obtained from parents indicates fewer 
internalizing problems than the corresponding child's report 
(Costello, 1989; Kachani & Orvaschel, 1988; Weissman et al., 
1987). Teacher reports of internalizing problems experienced 
by a child have also been found to indicate fewer problems 
than the corresponding child's report (Beitchman & Corradini , 
1988; Phares, Compas, & Howell, 1989). These disagreements 
between reports are most likely influenced by the 
internalizing nature of the problems, and the difficulty in 
observing the symptoms . Inconsistencies have also been 
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considered to emphasize the need for reliable and valid self-
report instruments that provide the child the opportunity to 
report his/her experience of internalizing problems 
(Beitchman & Corradini, 1988). Development of an instrument 
to meet this need could provide practitioners with more 
accurate descriptions of the child's experience, which would 
subsequently lead to more accurate diagnoses and intervention 
strategies. 
Review of Self-Report Instrument Critiques 
A search of the literature was conducted to review 
previous authors ' critiques of self-report instruments used 
to assess internalizing disorders in children. The purpose 
of the search was to (a) review critiques of the clinical 
usefulness of the instruments currently used to assess 
internalizing disorders and (b) determine what important 
psychometric properties were used to make judgments of 
clinical usefulness. The information from this review served 
to emphasize the importance of rigorous validity and 
reliability testing for instruments intended for clinical 
use . 
Kazdin and Petti (1982) provided information regarding 
the clinical usefulness and limitations of four self-report 
instruments used for assessing depression in children: 
Children's Depression Inventory (CDI , Kovacs, 1991) , 
Children's Depression Scale (CDS, Lang & Tisher, 1978), Self 
29 
Rating Scale (SRS, Meyers & Weissman, 1980), and the Center 
for Epidemiological Studies Depression Scale (CES- D, 
Weissman, orvaschel, & Padini, 1980). It was noted that the 
SRS and CES-D had no reliability testing reported at the time 
of publication. Validity evidence was discussed for each 
scale, and the authors reported specific testing results in 
the areas of construct, criterion-related, and convergent and 
discriminant validity. Problems with the instruments were 
noted (i.e., inconsistencies in the symptoms assessed, lack 
of symptom duration reports, inability of scores to 
differentiate between depressed and non-depressed 
individuals, and a lack of cognitive developmental issues 
being addressed) and discussed by the authors. The authors 
concluded that the self-report instruments provided useful 
information, but needed to be supplemented with additional 
information. 
Kazdin (1987a) later criticized the same instruments 
because of a lack of ability to discriminate among children 
who were experiencing clinically significant symptoms of 
depression and those who were not. Kazdin specifically noted 
that cutoff scores for each of the instruments often yielded 
high percentages of false positives and false negatives. 
This relates directly to the sensitivity and specificity of 
an instrument and Kazdin suggested that the instruments are 
only clinically useful for initial screening. 
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Reviewing four self-report instruments utilized in 
assessing different internalizing problems (CDI, [Kovacs, 
1991]; Reynolds Child Depression Scale [RCDS, Reynolds, 
1989]; Revised Children's Manifest Anxiety Scale [RCMAS, 
Reynolds, & Richmond, 1985]; and State-Traits Anxiety 
Inventory for Children [STAIC, Speilberger, 1973]), Merrell 
(1994) provided information regarding the formats, normative 
data, psychometric properties, and critiques of clinical 
usefulness for each. Merrell noted criticisms of the CDI 
regarding problems with cutoff scores and the lack of a 
nationally standardized normative group. In regard to 
clinical usefulness, it was stated that a conservative 
approach should be taken in using the recommended cutoff 
scores. In reference to the RCDS, it was noted that the 
instru ment appears to be very useful for clinical evaluations 
of internalizing problems. Despite problems with the lack of 
reported psychometric data and moderately unstable internal 
consistency, Merrell recommended use of the RCMAS based on 
the large and representative normative samples, the numerous 
research studies that have utilized the instrument, and 
evidence of strong face validity. Finally, the STAIC was 
reviewed and was also recommended for use in a battery of 
assessment tools for measuring internalizing problems. A 
lack of strong psychometric testing and limited normative 
samples employed were noted as weaknesses. 
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In summary, weaknesses were noted for instruments that 
lacked rigorous validity and reliability testing. 
Conclusions regarding the clinical usefulness appeared to be 
made based on the reported results of validity and 
reliability testing, emphasizing the need for such 
psychometric testing. Despite problems noted with the 
various instruments, many of the reviewing authors did 
recommend the use of these instruments for assessing 
internalizing problems in children, and suggested that the 
instruments be used as part of a battery of assessment 
methods. These recommendations indicate that although 
rigorous reliability and validity evidence is desired, 
instruments that do not demonstrate high degrees of these 
qualities may be used simply due to the lack of better 
instruments, and emphasize the need for instruments that 
demonstrate high reliability and validity for measuring 
internalizing problems. 
The following review of primary studies presents results 
from validity testing on six different self-report 
instruments. Specifically, methods used for testing 
criterion-related validity are reported and the results of 
the testing are presented and discussed . Results were also 
reviewed for possible study characteristic interactions. 
Review of Primary Studies Involving Validity Testing 
of Self-Report Instruments 
A review of primary research studies designed to 
investigate the criterion-related validity of self-report 
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instruments used in assessment of internalizing disorders was 
completed to address the following questions: (a) What are 
appropriate methods for testing criterion-related validity 
evidence?, (b) Do current self-report instruments provide 
sufficient evidence of criterion-related validity to be used 
in evaluating internalizing problems in children?, and (c) 
Does sample size have a significant interaction with the 
reported correlations? 
The self-report instruments for which criterion-related 
validity was investigated include the following: CDI (Kovacs, 
1980-81, 1991); CDS, RCDS, and CES-D (Radloff, 1977); RCMAS 
(Reynolds & Richmond, 1985); and STAIC (Speilberger, 1973). 
Each of these instruments requires a child to rate him- I 
herself on different symptoms related to either depression or 
anxiety. Manuals for each of these instruments were also 
searched for criterion-related validity testing information, 
as well as evidence of other psychometric properties. 
Methods of Testing Criterion-
Related Validity 
Two general methods for evaluating criterion-related 
validity were used across the studies . The first method 
involved comparison of the scores of a clinical sample to the 
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scores of a nonclinical sample on the self-report instrument 
being investigated (Kazdin, 1987b; Knight, Hensley, & Waters, 
1988; Reynolds, 1989; Saylor, Finch, Spirito, & Bennett, 
1984; Wendel, Nelson, Politano, Mayhall, & Finch, 1988). 
Related to this method, some of these researchers also 
compared scores from different diagnostic groups within the 
clinical sample (i.e., depressed vs. conduct disorder). The 
criterion, in this method, is defined as the diagnosis of the 
clinical sample. The second method involved a single 
clinical sample in which the criterion measure was another 
self-report instrument. Subjects were administered both the 
criterion measure and the instrument being investigated, and 
then the two scores were correlated (Eason, Finch, Brasted, & 
Saylor, 1985; Faulstich, Carey, Ruggiero, Enyart, & Gresham, 
1986; Kazdin, 1989; Kazdin, Colbus, & Rodgers, 1986). 
Table 3 provides the results of the studies presented by 
the method used. Pearson product-moment correlations were 
computed to provide a standardized measure of relationship 
between the test instrument and the criterion (Glass, 1977). 
According to the standard suggested in the psychometric 
manuals of the AAT (1992) regarding acceptable levels of 
criterion-related validity coefficients, any value above +.30 
could be interpreted as sufficient evidence of criterion-
related validity for an instrument. Individual reports of 
instruments show both insufficient and sufficient evidence of 
criterion-related validity, based on the above stated 
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Table 3 
Study Characteristics and Pearson Correlations per Method 
Clinical vs. nonclinical sample 
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standard. No statistically significant differences were 












used (i = .86, 2 < .20). Averaged correlation coefficients 
reported for the two methods would be interpreted as 
providing sufficient evidence of criterion-related validity 
for the clinical versus criterion measure method, yet 
insufficient evidence for the clinical versus nonclinical 
method. 
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The results of the validity testing for each instrument, 
presented in Pearson product-moment correlation coefficients, 
are presented in Table 4. These correlations represent the 
relationship between scores on the predictor instrument and 
scores or status on the criterion measurement. Correlation 
coefficients ranged drastically for the CDI and CDS, with 
some coefficients suggesting sufficient evidence of 
criterion-related validity. 
Interactions between sample size and resulting 
correlation coefficients were not statistically significant. 
This finding may be related to the relatively small sample of 
studies, as well as the consistently small sample sizes used 
in the primary studies. Other study characteristics, such as 
quality of study and diagnosis of clinical sample, also did 
not result in statistically significant interactions. 
Conclusions 
Analyses of the primary studies investigating criterion-
r.elated validity of self-report instruments used to assess 
internal izing disorders in children resulted in two major 
Table 4 
Correlation Coefficients per Instrument 
Instrument Range of Average 
(# of rs) correlations reported correlation 
CDI (n.=13) .11 - .51 .23 
CDS (n_=7) .11 - 64 .31 
CES-D (n_=l) .44 .44 
RCMAS (n_=l) .36 .36 
RCDS (n_=l) .76 .76 
STAIC (n=l) .51 .51 
conclusions: (a) The two different methods of testing for 
evidence of criterion-related validity did not result in 
statistically significant differences in the correlation 
coefficients, and (b) many of the currently used self-report 
instruments provide evidence of sufficient levels of 
criterion-related validity, suggesting that the instruments 
can be used effectively in predicting an individual's status 
on a given criterion . 
The first conclusion may be directly related to the 
noted problem of the lack of consistent definitions of the 
criterion. Kazdin (1989) established the criterion measure 
as the diagnosis of depression based on the specified 
symptoms outlined in the DSM-III (APA, 1980). While this 
criterion is widely accepted as an appropriate method for 
assigning diagnoses, the methods for making the diagnostic 
decision were not specified, and therefore the criterion was 
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vulnerable to subjective decisions rather than a more 
objective measurement. Therefore, simply using the criterion 
of having a diagnosis versus not having a diagnosis may not 
represent the most appropriate criterion measure for the 
purposes of investigating criterion-related validity. Kazdin 
et al. (1986) also used a diagnostic criterion system, 
outlined in the Research Diagnostic Criteria (Spitzer et al., 
1978), which, again, may be influenced by subjectivity. 
Eason et al. (1985) used the total score on a semi-
structured interview, the CDRS, as the criterion measure. 
This assessment tool was reported to have strong evidence of 
validity for assessing depression in a clinical sample 
(Poznanski, 1979). This criterion measure seemed the most 
appropriate, as it provided a total score that could be 
statistically correlated, and strong evidence of criterion-
related validity. 
In the studies that employed the method of comparing 
normal (or nonclinical) samples to clinical samples, and 
differential diagnoses samples, a criterion measure was 
assumed through the diagnoses of the clinical sample. In 
three studies (Eason et al., 1985; Faulstich et al., 1986; 
Saylor et al., 1984), researchers failed to report the method 
or criteria for which diagnoses were given for the clinical 
sample. Lack of this type of information creates a problem 
in establishing a standardized and valid criterion. The 
remaining studies that employed this method did provide 
adequate information regarding the method used in obtaining 
diagnoses (Kazdin, 1987b; Knight et al., 1988; Reynolds, 
198 9 ; Wendel et al., 1988). However, these methods did not 
result in absolute agreement between diagnosticians, and 
therefore caution should be used when using results of 
clinical i nterviews as a criterion measure. 
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The findings regarding the second conclusion indicate 
that there is sufficient evid ence of criterion-related 
validity for most of the self-report instruments designed to 
mea sure, separately, the internalizing problems related to 
depression and anxiety. Considering the evidence of adequate 
criterion-related validity, these ins tru ments may be used 
effectively as screening tools in making diagnostic decisions 
related to these specific internalizing disorders. However, 
as demonstrated in the l i terature review, the internali zin g 
spectrum includes many symptoms not specifically related to 
either depression or anxiety, and often, there is a high rate 
of overlap between the symptoms of the different 
internalizing disorders. Therefore, a reliable and valid 
instrument designed to measure the entire spectrum of 
symptoms related to the broad-band of internalizing problems 
is needed to more accurately assess the breadth and width of 
a child's internalizing problems. The authors of the !SSC 
have proposed that the instrument will meet this need, 
provided that adequate reliability and validity evidence is 
demonstrated. An investigation of the criterion-related 
validity and the clinical sensitivity of the !SSC is 
therefore necessary to establish the clinical usefulness of 
the instrument. 
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In summary, the results of the review of primary studies 
indicated that appropriate testing of criterion-related 
validity must include: (a) an accurate definition and 
understanding of this type of validity, (b) an appropriate 
criterion measure, and (c) reporting of all important subject 
and study characteristics. An appropriate criterion measure 
should be one that has strong evidence of criterion-related 
validity, is widely accepted as a criterion measure, and 
produces a score by which the samples' scores on the tested 
instruments can be compared. Appropriate sample sizes remain 
to be assessed, given the small range of sample sizes 
reported in this review. 
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METHOD 
Purpose and Objectives 
The present study was designed to evaluate the evidence 
of concurrent criterion-related validity of the !SSC. This 
instrument was developed with the intent of providing 
clinically useful information about the existence and 
severity of a child's symptoms related to internalizing 
problems. Evidence of criterion-related validity for the 
!SSC would address the need for a reliable and valid 
assessment instrument that is clinically useful for 
identifying internalizing disorders in children. 
The questions investigated in the present study were: 
1. Is there sufficient evidence of concurrent 
criterion-related validity for the !SSC, such that it can be 
used as a tool in making diagnostic decisions and 
intervention plans regarding internalizing disorders in 
children? This question addresses the need for criterion-
related validity testing as expressed by the authors of the 
!SSC (Walters, 1996). 
2. What is the optimum clinical cutoff score for the 
!SSC to provide the most accurate information regarding the 
severity of internalizing symptoms experienced by the 
individual? This question also addresses the need for a 
clinically significant cutoff score (Walters, 1996). 
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3. How accurate is the !SSC ir discriminating between 
clinic-referred and general-school-population subjects; 
internalizing and noninternalizing clinic -referred subjects; 
and finally, between internalizing, noninternalizing clinic-
referred, and general-school-population subjects? This 
question addresses the classification accuracy of the !SSC, 
and has implications for both the construct and criterion-
related validity of the measure. 
Subjects and Prccedure 
Two general groups of subjects were used in the 
research: (a) a clinic-referred group, and (b) a general-
school-population group. Each group consisted of children, 
aged 8 through 12, and one of their parents. A total of 212 
children and their parents participated. Age and gender were 
reported for each subject. However , the nature of the data 
collection did not allow for specif~cation of ethnicity or 
socioeconomic data. It was estimated that the majority of 
the populations from which both groups were obtained were of 
Caucasian ethnicity and middle class socioeconomic status 
(SES). 
The clinic-referred group included children who had been 
referred to a mental health clinic for various psychological 
problems. Parents were solicited for participation if the 
referred child was between the ages of 8 and 12. The total 
sample included twenty 8-year-olds, twenty-four 9-year-olds, 
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thirty 10-year-olds, twenty-one 11-year-olds, and seven 12-
year-olds. Male representation was slightly higher, at 58.8% 
of the total clinic-referred sample. Each child was then 
given the ISSC to complete by the intake therapist, and one 
parent was asked to complete the CBCL. The total clinic-
referred group consisted of subjects obtained from Warm 
Springs Community Mental Health in Boise, Idaho, Clinical 
Services at The Center for Persons with Disabilities at Utah 
State University in Logan, Utah, and Primary Children's 
center for Counseling and Alta View Center for Counseling in 
Salt Lake City, Utah. Table 5 provides the specific numbers 
for each age and gender. 
The general-school-population group was obtained from 
two elementary schools, one located in Kalispell, Montana, 
Table 5 
Age and Gender Distribution of the Clinic-Referred Group 
Gender 
Age Male Female Number Percentage 
8 10 10 20 19.6 
9 13 11 24 23.5 
10 16 14 30 29.4 
11 16 5 21 20.6 
12 5 2 7 6.9 
Total number 60 42 102 
Percentage 58.8 41.2 100 
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and another located in Midvale, Utah. This sample represents 
a "sample of convenience." The total possible subject group 
included approximately 380 students. Attrition from the 
study occurred as parents of potential subjects either 
requested that they not be included in the study, or failed 
to return the permission letter by the deadline. The final 
subject group consisted of fifteen 8-year-olds, thirty-two 9-
year-olds, nineteen 10-year-olds, thirty-three 11-year-olds, 
and five 12-year-olds. In this sample, female representation 
was slightly higher at 54 . 8% of the total group. All 
students in Grades 3 through 6 at each school were given 
parent permission letters requesting consent and 
participation. Parents who gave consent and agreed to 
participate were sent a CBCL, and were directed to complete 
the questionnaire and return it to the school in a envelope 
that had been provided. Students who brought back completed 
CBCLs were then administered the !SSC during class time, 
using the standardized directions and written format. Table 
6 provides the specific number for each age and gender for 
the general-school-population group. 
Internalizing Classification 
To address the proposed research questions, 
classification of internalizing status among individual cases 
within the groups was necessary. This classification 
resulted in three subgroups: (a) clinic-referred 
44 
Table 6 
Age and Gender Distribution of the General-School-Population 
Group 
Gender 
Age Male Female Number Percentage 
8 9 6 15 14.4 
9 15 17 32 30.8 
10 9 10 : 9 18.3 
11 9 24 33 31. 7 
12 5 0 5 4.8 
Total number 47 57 104 
Percentage 45 . 2 54.8 100 
internalizing, (b) clinic-referred noninternalizing, and (c) 
general-school-population. Refer to Table 7 for specific 
numbers within each of the subgroups. Internalizing status 
was based on the Internalizing 1-score from the CBCL. The 
clinic-referred internalizing participants were classified 
based on those cases with a 1-score above 63, which was 
identified as the starting point of the clinical range 
(Achenbach, 1990). The second group was classified as 
subjects within the clinic-referred group that had 1-scores 
at or below 63. All subjects from the general-school-
population group were classified as group three as all cases 
with Internalizing 1-scores above 63 were eliminated from the 
study. 
Table 7 
Number of Subjects Within 
the Internalizing Classification Groups 
Group 1 

















The !SSC is a new experimental self-report instrument 
designed for use with children ages 8 through 12. The 
deve l opment of the !SSC was initiated by the need to assess 
the broad-band of internalizing characteristics or symptoms 
experienced in children. As discussed in the review of the 
literature, researchers have indicated prevalence of 
comorbidity among internalizing disorders is as high as 60% 
(Brady & Kendall, 1992; Reynolds, 1992), and the several 
self-report instruments that currently exist are typically 
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syndrome specific, and therefore do not address the issue of 
comorbidity (Merrell, 1994). The purpose of the ISSC is to 
assess the sy mpto ms rela t ed to the broad - band of 
internalizing syndromes and disorders, including depression, 
anxiety, somatic complaints, and social withdrawal (Merrell & 
Walters, 1996). 
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The rssc includes 48 items that assess the broad-band of 
internalizing problems (see Table 8 for item examples). The 
response format is a 4-point Likert scale (never true, hardly 
ever true, sometimes true, or often true) on which the child 
indicates how true the item is for him or her. Most children 
are able to complete the ISSC within 15 to 20 minutes, and it 
can be administered in an oral or written manner (Walters & 
Merrell, 1995). There are 37 items that are worded to 
indicate the presence of a particular internalizing 
characteristic or symptom, and 11 items that are presented to 
indicate the absence of a specific internalizing symptoms or 
the presence of posi tive affect. Items are scored on a zero 
to three rating, and higher total scores indicate more 
internalizing problems. 
An ex tensive search of the literature regarding 
internalizing dimensions of child psychopathology was 
implemented in the item development for the rssc. The use of 
content and intuitive validation procedures resulted in four 
specific domains that include: (a) depression, (b) anxiety, 
(c) somatic complaints, and (d) social withdrawal (Walters, 
1996). Symptom descriptors were then obtained through 
searching related literature, yielding an initial 138 
"nonoverlapping" behavioral descriptors for the four 
different domains. These descriptors were then reviewed, and 
potential items were developed based on descriptors that were 
domain specific, developmentally appropriate, and appropriate 
Table 8 
sample rssc Items, Listed by Factor 
Factor 1 
Negative affect/General distress 
I am shy 
I worry about things 
I have bad dreams 
I worry that I will hurt someone 
I have trouble sleeping 
Lots of things scare me 
When there is a problem, it is my fault 
It is hard for me to breath 
Factor 2 
Positive affect 
I feel cheerful 
I feel important 
I have lots of energy 
I do things as well as other kids 
I like the way I look 
I do well in school 
I feel happy 
I like myself 
for the self-report format. Potential items were then 
reviewed and edited, and several positive affect items were 
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included, as this construct has been suggested to be the best 
discriminating factor between anxiety and depression (Clark, 
Beck, & Stewart, 1990). 
Seventy-six potential items were submitted to a panel of 
experts that rated items for age appropriateness, 
representativeness of the internalizing disorders construct, 
freedom from cultural or gender bias, and clarity of wording. 
Fifty-nine items were then presented to a group of 84 
students in the third through sixth grade. Qualitative 
feedback from the experts and students resulted in rewording 
and dropping of items. This content -validation procedure 
resulted in 54 potential items, which were rated to be at a 
"mid-3rd grade reading level or lower" (Walters, 1996, p. 
83). 
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The 54 items on the !SSC prototype were field tested 
with 2,149 subjects to examine the effect of method of 
administration, internal consistency, and item total 
correlations. Results indicated no statistically significant 
differences in scores between written and oral administration 
of the !SSC (Walters & Merrell, 1995), high internal 
consistency (.92), and low to moderate item-total 
correlations. Low item-total correlations(< .30) were 
examined and rationales were provided for inclusion or 
exclusion of the item. The final protocol included 48 items, 
as 6 items were dropped because of concerns regarding wording 
and factor loading of the items (Merrell & Walters, 1996). 
Michael (1997) reported test-retest reliability 
At 2-week intervals, coefficients for varied time spans. 
coefficients ranged from .84 to .90. At 4-, 8-, 10-, and 12-
week intervals, coefficients were reported to be .76, . BB, 
.87, and .74, respectively. These reliability coefficients 
represent strong temporal stability of the !SSC. 
Merrell and Dobmeyer (1996) discovered !SSC total scores 
to be significantly higher for girls than for boys within the 
standardization sample. A difference of approximately one 
third of a standard deviation between girls' reported 
internalizing symptoms and boys' reported symptoms was noted. 
seven items were found to have a discriminant function 
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correlation of .30 or higher for identifying girls' reports 
from boys'. These items included, "I feel like crying" 
(.57), "Lots of things scare me" (.47), and "My feelings get 
hurt easily" (.44). It was noted by the authors that the 
items may suggest the role of socialization in expression of 
affect and response to stimuli . 
Methods of exploratory and confirmatory factor analysis 
were used to determine the most accurate and interpretable 
factor structure of the !SSC (Merrell, Crowley, et al . , in 
press). Two factors computed were (a) negative affect/ 
general distress and (b) positive affect. A sample of items, 
categorized by factor, was presented in Table 8. 
The factor structure o f the ISSC is consistent with the 
theory that the internalizing disorders of depression and 
anxiety share the component of generalized negative affect 
and can be differentiated by the lack of positive affect in 
depression, but not anxiety (Crowley & Emerson, 1996; Joiner 
et al., 1996). Therefore, the factor structure of the ISSC 
provides strong evidence of discriminant validity, as well as 
convergent validity. 
An investigation of the convergent construct validity 
of the ISSC included comparative correlations between the 
ISSC and the YSR, the CDI, and the RCMAS (Merrell, Anderson 
et al., in press) . A coefficient of .86 was reported for the 
correlation between the !SSC total score and the YSR 
Internalizing score, a coefficient of .75 between ISSC total 
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score and the CDI total score, and a coefficient of .78 
between the ISSC total score and the RCMAS total score. 
Correlation coefficients between rssc factor scores and scale 
scores on the CDI and RCMAS ranged from .37 to .69. The 
reported relationship between the total scores on the 
different instruments suggested strong evidence that the rssc 
is measuring similar constructs. 
several investigations are underway to evaluate further 
psychometric properties of the ISSC. Results of the 
investigations, along with a more detailed explanation of 
item development, are included in the ISSC manual. 
Child Behavior Checklist--
Parent Form 
The Child Behavior Checklist (CBCL) is a multiaxial 
assessment instrument that was designed for a number of 
purposes. First, it was recognized that parents' reports in 
the assessment of behavioral problems in children and 
adolescents were necessary for a comprehensive and more 
accurate evaluation. Therefore, a behavioral rating scale 
was necessary to gather information regarding a child's or 
adolescent's behaviors over an extended period of time, and 
within different situations. Second, Achenbach (199la) 
stated the CBCL was "designed to identify syndromes of 
problems that tend to occur together, and to provide an 
empirical foundation for identifying syndromes from which to 
construct a taxonomy of childhood disorders" (p. 31). 
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The current CBCL was developed from Achenbach's Behavior 
Problem Checklist (1966), and includes eight narrow-band 
scales: (a) Withdrawn, (b) Anxious/Depressed, (c) Social 
Problems, (d) Somatic Complaints, (e) Attention Problems, (f) 
Delinquent Behavior, and (g) Aggressive Behavior. Three 
broad-band scores are also obtained: (a) Internalizing, (b) 
Externalizing, and (c) Total Problems. These scales are 
assessed through 120 items that are rated on a 3-point scale 
(0 = not true, 1 = somewhat or sometimes true, and 2 = very 
or often true). Clinical significance is indicated for the 
narrow-band syndromes by T-scores that are equal to or 
greater than 70 . T-scores above 63 on the broad-band areas 
indicate clinical significance. In addition, the CBCL 
includes questions intended for evaluation of competence in 
the areas of social and academic skills. These first items 
(items I-VII) provide information regarded necessary for a 
comprehensive assessment of a child or adolescent; however, 
responses are not included in the narrow- or broad-band 
scores for behavior. 
Identification of the narrow- and broad-band problem 
scales included statistical use of principal components 
analyses, which identified "groups of items whose scores 
covary with each other" (Achenbach, 1991a, p . 31). The 
analyses resulted in the eight narrow-band syndromes and the 
three broad-band problem scales listed above. Second-order 
factor analyses of the eig ht narrow-band scales were used to 
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derive the Internalizing and Externalizing groupings of 
behaviors. The Internalizing group included the behaviors 
included on the narrow-band scales of: (a) Withdrawal, (b) 
Somatic Complaints, and (c) Anxious/Depressed. The 
Externalizing group included the Delinquent Behavior and 
Aggressive Behavior scales. Specificity of the Internalizing 
and Externalizing scales is noted in the fact that no items 
are included on both scales. 
Cross-informant analyses were also conducted with the 
Teachers Report Form (TRF; Achenbach, 1991b) and the YSR. 
Results confirmed the core syndromes that had been derived 
from analyses on the CBCL items. 
Normative data were updated for the 1991 version of the 
CBCL and included 2,368 "nonhandicapped" and mentally 
"healthy" subjects, which represented 48 states and 
proportional ratios of SES and ethnic groups (Achenbach, 
199la). Psychometric properties of the 1991 CBCL were 
reported to be moderate to strong. Evidence of strong test-
retest reliability was supported by a .95 mean correlation 
between item scores administered at a 7-day interval, and a 
mean correlation of .89 for scale scores, also administered 
at a 7-day interval. Interrater reliabilities between father 
and mother responses were indicated to be moderate, with 
correlations ranging from .65 to .75 for the problem scales. 
Content validity was evidenced through statistically 
significant differences between item scores for clinic-
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referred groups in comparison to non-clinic-referred groups. 
To provide evidence of construct validity, Pearson 
correlations were calculated between the CBCL, Conners Parent 
Questionnaire (Conners, 1973), and the Quay-Peterson Revised 
Behavior Problem Checklist (Quay & Peterson, 1983). The 
correlations reported for the CBCL Total Problem scores and 
the similar scales on the Conners and Quay-Peterson were .82 
and .81, respectively. Criterion-related validity was 
evaluated through analysis of "the degree to which each scale 
discriminated between criterion groups consisting of children 
referred for mental health services and demographically 
mat ched nonreferred children " (Achenbach, 1991a, p. 88). 
Achenbach reported Cohen ' s effect between clinic-referred and 
non-clinic-referred children to be large for all age and sex 
groups for the Attention Problems Scale, and for the Social 
and Externalizing Scales for males in all age groups. 
Clinical cutpoints were also shown to have strong evidence 
for discriminant validity, using referred and nonreferred 
groups. 
Achenbach's stated purpose of the CBCL to act as an 
empirical tool to identify syndromes of child and adolescent 
problems has been realized in its extensive use as a clinical 
assessment instrument and in empirical research. several 
researchers have utilized the CBCL as a measure for 
investigating internalizing problems and to further evaluate 
psychometric properties. Boggs, Eyberg, and Reynolds (1990) 
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used the CBCL as a criterion measure for identifying 
internalizing disorders, and reported a high correlation 
between the CBCL Internalizing Scale and internalizing 
behaviors reported on a behavior inventory. Clinically 
elevated Internalizing scores on the CBCL were also found to 
be predictive of referral to mental health services in a 4-
year study reported by Koot and Verhulst (1992). Rende 
(1993) reported that clinically elevated Internalizing scores 
on the CBCL were highly correlated with high emotionality and 
low sociability. Other researchers found the CBCL to be 
clinically useful in identifying comorbidity among the 
internalizing disorders (Biederman, Faraone, Doyle, & Lehman, 
1993; Seifer, Nurcombe, Scioli, & Grapentine, 1989). 
Construct validity for the Internalizing Scale was 
demonstrated in a study reported by Ammerman, Kazdin, and van 
Hasselt (1993). 
The plethora of research and clinical use, and the 
strong psychometric properties support the CBCL as a 
criterion measure, so that the instrument can be used with 
confidence for the evaluation of the concurrent criterion-
related validity of the ISSC. 
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RESULTS 
Results of the statistical analyses were conducted for 
each of the stated research questions reported in the Method 
section. These questions included evaluation of the 
criterion-related validity, clinical cutoff points, and 
discriminating power of the !SSC. In addition, group 
differences on the Factor and !SSC Total scores were analyzed 
with analysis of variance (ANOVA), post-hoc Sheffe tests, and 
effect size calculations of practical or clinical 
significance. Results of each evaluation are presented in 
the above-stated order . 
criterion-Related Validity of the !SSC 
!SSC Total scores obtained from the clinic-referred 
sample were correlated with the classification of CBCL ~-
scores using two different methods. The first involved 
correlation of the !SSC Total scores with ~-scores on the 
Internalizing, Externalizing, and Total Problem Scales of the 
CBCL. A Pearson product-moment correlation coefficient was 
computed to produce a concurrent criterion-related validity 
coefficient (Glass, 1977), designated as Ley, where "x" is the 
predictor (!SSC score) and "y" is the criterion (CBCL ~-
scores classified by problem area). As suggested in the 
psychometric manual of the AAT (1992), a correlation 
coefficient at or above +.30 for this type of analysis is 
indicative of adequate criterion-related validity. The !SSC 
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Total scores and the CBCL Internalizing !-scores were first 
correlated for all cases, using a Pearson's product - moment 
correlation, which resulted in a coefficient of .53 (Q > 
.001). A second correlation coefficient was calculated for 
rssc Total scores and the CBCL Externalizing ! - scores, which 
resulted in a correlation coefficient of .41 (Q > .001) . 
rssc Total scores and the CBCL Total Problem !-scores 
produced a correlation coefficient of .56 (Q > .001). The 
resulting criterion-related validity coefficient of . 53 for 
the Internalizing !-score was squared to produce a 
coefficient of determination, which equaled .28. This 
coefficient of determination indicated that 28% of the 
variability in the criterion score (CBCL Internalizing!-
score) is explained by the variability in the predictor (ISSC 
Total score) . 
The second analysis of criterion -related validity of the 
ISSC involved a point-biserial corre lat ion between the ISSC 
Total score and internalizing status (Internalizing !-score 
at or above 63) indicated on the CBCL. A Spearman point-
biserial procedure was used to compute the correlations. A 
correlation of -.49 (Q < .0001) was obtained for all cases. 
As suggested in the literature, both of these procedures, 
Pearson's and Spearman's, were appropriate for evaluating the 
concurrent criterion-related validity of an instrument. 
Evaluation of the Clinical Cutoff 
Points for the ISSC 
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The procedure to evaluate clinical cutoff points for 
the ISSC included: (a) identification of a clinic-referred 
internalizing group (CRI), (b) identification of a clinic-
referred noninternalizing group (CRNI), (c) identification of 
a general-school-population group (GSP), and (d) calculation 
of the specificity and sensitivity of each point on the ISSC · 
to determine the most accurate clinical cutoff point. 
As described in the Method section, the groups were 
identified by status (yes or no) on the CBCL Internalizing 1-
score . The CRI group included 68 cases, the CRNI group 
in cl ud e d 34 cases, and the GSP group included 104 cases. To 
determine the hit-rate , defined as the "percent of correct 
decisions that would result i f the predictor were used to 
make selection decisions" (AAT, 1992, p. 29), the number of 
correct decisions (True Positives plus True Negatives) was 
divided by the total number of decisions. The mean and 
standard deviation reported in the national sample (M = 
52.53, SD= 20.20) were used as general guidelines to 
determine what range of ISSC Total scores would be used in 
the hit-rate calculations. It was determined that scores 
from 60 to 84 would best represent the most likely range in 
which a clinically significant score would be found. 
The hit-rate for each ISSC Total score from 60 to 84 was 
calculated using the formula in Figure 1 . 
Hit-Rate= True Positives+ True Negatives 
Total Decisions 
Figure 1. Hit-rate formula. 
The True Positives are defined as those cases in which 
an individual !SSC Total score predicted accurately an 
internalizing status for the case. True Negatives are 
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identified by cases in which the ISSC Total scores accurately 
predicted that a case would not meet the internalizing 
criteria. The range of scores for which the hit-rate was 
calculated was determined by starting at a point that was 4 
points below 1 standard deviation above the mean, as 
de te rmined in the standard i zation procedures for the ISSC 
(Merr e ll & Walters, 1996). The cutoff score on the rssc that 
produced the hi ghest hit-rate was 70, at which 76% accuracy 
was determined. See Table 9 for the hit-rate calculations 
for each ISSC Total score in which there were cases that had 
received that score . 
The hit-rate analysis was also conducted for both female 
and male subjects, as Merrell and Dobmeyer (1996) reported 
statistically significant differences between !SSC Total 
scores for female versus male samples . A hit - rate of 70 for 
females indicated that 75% of the cases were correctly 
identified at that !SSC Total score . For mal es, a score of 
67 was identified as the most efficient hit - rate, identifying 
70% of the cases correct l y , See Table 10 for the hit-rate 
for scores within the 60 to 84 range . Again, certain scores 
Table 9 
Hit Rate for Each !SSC Total Score From 60 to 94a 



















































Note . Total Decisions= 169 (68 Clinic-referred Internalizing; 
101 General-school-population) 
ascores not presented did not have cases with that total score. 




The internalizing classification power of the !SSC was 
examined through conducting a three-group linear discriminant 
function analysis, using the direct entry method (Stevens, 
1992). The three internalizing classification groups (CRI, 
CRNI, and GSP) were grouping variables, and the !SSC items 
60 
Table 10 
Hit Rates for Female and Male !SSC Total Scores for Scores 
Ranging From 60 to 04a 
Female cases Male cases 





















































































a Not all scores are reported, as those missing did not have cases 
with that score. ITS= ISSC Total Scores; TP = True Positives; TN 
= True Negatives; BR= Bit Rate; TD= Total Decisions 
were classification variables. The overall discriminant 
function was significant: Wilks Lambda = • 27, )(_2 ( 96) = 
230.75, Q <.0001. The classification procedure in the 
discriminant analysis resulted in 85.57% of the cases being 
classified correctly into their respective groups based on 
self-reported internalizing symptoms. The results indicated 
that the three groups could be statistically separated by 
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their !SSC Total scores and group membership to a significant 
degree. See Table 11 for the detailed classification 
results. 
The resulting structure matrix indicated that the pooled 
within-groups correlations between the discriminating 
variables (48 !SSC items) and the canonical discriminant 
functions (separation of CRI, CRNI, and GSP) ranged from -.08 
to .39. Several of the 48 items were correlated quite weakly 
with the discriminant function; however, 9 of the !SSC items 
were correlated at .30 or higher with the discriminant 
function, which, using Cohen's (1977) paradigm for power 
analysis for correlational data, would be considered to have 
a medium effect. These items could, therefore, be considered 
critical variables in the separation of Internalizing status 
Table 11 
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for ISSC results. See Table 12 for a list of these 
"critical" items in order of descending power. 
The second analysis was a two-group analysis that 
included the CRI cases and the CRNI cases as group 
membership, and the 48 ISSC items as classification 
variables. The overall discriminant function was 
significant: Wilks Lambda= .34,"X_2(48) = 79.53, Q =.002. 
The classification procedure in the discriminant analysis 
resulted in 92% of the cases being classified correctly into 
their respective Internalizing groups based on self-reported 
internalizing symptoms. This result indicated that the two 
groups could be statistically separated by their ISSC scores 
Table 12 
Nine Items from the !SSC with Pooled-Within-Groups 
Correlation Coefficients from the Discriminant Function 
Analysis Structure Matrix of .30 or Higher, Listed in Order 
of Descending Power 
Correlation 
Items coefficients 
Lots of things scare me . 39 
Bad things happen to me .39 
I feel like crying .34 
I think about dying .34 
It seems like no one cares about me .32 
I feel like being alone .32 
It is hard for me to sit still .32 
I get scared for no reason at all .30 
I feel sad .30 
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and group membership to a significant degree. See Table 13 
for the detailed classification results. The structure 
matrix of the pooled within-groups correlations between the 
discriminating variables (CRI and CRNI) and the canonical 
discriminant functions (48 ISSC items) ranged from -.06 to 
.22. Given Cohen's (1977) paradigm, few of the ISSC items 
would be considered to have even minimal effect. 
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The final discriminant analysis was a two-group analysis 
in which group membership included all CR cases for one 
group, and the GSP cases as the alternative group. The 48 
ISSC items were identified as classification variables. The 
overall discriminant function was significant: Wilks Lambda 
= .42, x._2(48) = 152.76, p <.0001. The classification 
procedure in the discriminant analysis resulted in 88.94% of 
the cases being classified correctly into their respective 
groups based on self-reported internalizing symptoms. The 
Table 13 
Discriminant Function Analysis Classification Results--























results indicated that the two groups could be statistically 
separated by their !SSC Total scores and group membership to 
a significant degree. See Table 14 for classification 
results. 
The resulting structure matrix indicated that the pooled 
within-groups correlations between the discriminating 
variables (48 !SSC items) and the canonical discriminant 
functions (CR and GSP) ranged from -.07 to .40. Several of 
the 48 items were correlated quite weakly with the 
discriminant function; however, 7 of the !SSC items were 
correlated at . 30 or higher with the discriminant function, 
and would be considered to have a medium effect . These items 
could, th e refo r e , be co nside r ed critical variables in the 
separation of clinic-referred children and their general-
school-population peers. See Table 15 for a list of the 
items present in order of descending power. 
Table 14 
Discriminant Function Analysis Classification Results--Two 























Seven Items from the !SSC with Pooled-within-Groups 
Correlation Coefficients form the Discriminant Function 
Analysis Structure Matrix of .30 or Higher, Listed in Order 
of Descending Power 
Correlation 
Items coefficients 
Lots of things scare me • 40 
Bad things happen to me .38 
I feel like crying .34 
It seems like no one cares about me .34 
I feel like being alone .32 
I get scared for no reason at all .31 
I feel like I have made too many mistakes .30 
ANOVA and Sheffe Results 
To evaluate group differences, means and standard 
deviations for Factors 1 and 2 (negative affect/general 
distress, and positive affect), and ISSC Total scores were 
calculated for each group (CRI, CRNI, and GSP). Analysis of 
variance of Factors 1 and 2 and ISSC Total scores by group 
was conducted. Results indicated significant differences (2 
> .0001) for all groups on Factors 1 and 2, and !SSC Total 
scores. See Table 16 for group differences on Factors 1 and 
2 and !SSC Total scores as well as ANOVA results. Sheffe 
post hoc tests of statistical significance for independent 
means were also conducted, and results revealed the GSP group 
mean score on Factor 1 was significantly lower (2 = .OS) than 
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the group mean scores for both the CRI and CRNI groups. The 
mean scores for the CRI and CRNI groups were not found to be 
significantly different. 
The mean Factor 2 score for the GSP group was also found 
to be significantly lower (p = .OS) than the mean score for 
the CRI group, but not the CRNI group. Again, mean Factor 2 
scores were not statistically significantly different for the 
CRI and CRNI groups. Similar to the Factor 1 mean scores, 
the GSP group mean for !SSC Total scores was significantly 
lower (p = .OS) than the mean scores for both the CRI and 
CRNI groups. The mean !SSC Total scores for the CRI and CRNI 
groups wer e not significantly different. 
Table 16 
Group Differences on Factor and !SSC Total Scores with ANOVA 
Results 
Cl inic-referred Clinic-referred General-school-
Internalizers non-Internalizers population 
Score ( 71) (30) (109) F 
Factor 1 
Mean 53.53 44 . 82 31. 78 33.11* 
SD 17.95 17.80 16 . 34 
Factor 2 
Mean 16.07 12.50 9.97 11.12* 
SD 9.15 10.10 6.73 
!SSC Total 
Mean 64.95 54.00 39.76 30.75* 
SD 22.23 23.34 18.52 
*p > .0001 
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Effect Size Estimates 
The clinical significance or i mportance of group 
differences was investigated further by calc ulating standard 
effect size (ES) estimates . The ES is considered to be an 
index of the degree of overlap among differing score 
distributions. The ES calculation procedure suggested by 
Cohen (1988) was utilized, wherein the mean score of the CRNI 
or GSP group on Factors 1 and 2 , or ISSC Total scores was 
subtracted from the mean score of the CRI group, and that 
number was then divided by the standard deviation of the 
control group. For the CRI /CRNI ES calculation, the harmonic 
standard deviation was used as the divisor, whereas the 
standard deviation of the GSP, or control group, was used for 
the divisor for the CRI/GSP ES calculation . See Table 17 for 
the ES estimates for the group comparisons. 
Cohen (1988) reported conventional magnitude definitions 
of ES estimates as .20 - .49 to indicate small clinical 
significance, .SO - .79 to indicate medium clinical 
significance, and .80+ to indicate large c l inical 
significance. The results of the Sheffe test for the 
differences between CRI and CRNI mean scores did not produce 
statistical significance; however, the resu l ting ES estimates 
for the CRI and CRNI group were found to be clinically 
important. The ES estimates for the CRI-CRNI groups are 
interpreted to indicate the mean distribution of ISSC Total 
scores for the CRI cases was approximately one half of a 
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Table 17 













standard deviation higher than that of the CRNI group. The 
discrepancy between statistical significance and clinical 
significance between the CRI and CRNI groups suggests scores 
on the ISSC for clinic-referred children can be used to 
discriminate between those with significant internalizing 
problems and those without, with some degree of confidence. 
The ES estimates for the CRI/GSP group were within the 
medium to large range, suggesti ng mean distributions of the 
CRI group were .67 to 1.2 of a standard deviation higher than 
those for the GSP group. The congruency between statistical 
and clinical significance, and the large ES estimates suggest 
ISSC Factors 1 and 2, and ISSC Total scores can be used to 
discriminate between clinic-referred cases and general-
school-population cases with strong confidence. 
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DISCUSSION 
The present study evaluated the criterion-related 
validity, clinical cutoff points, and discriminating power of 
the rssc. Two groups of subjects, clinic-referred and 
general-school-population, were recruited and administered 
the ISSC, and a parent of the subject was administered the 
CBCL. Each case within the clinic-referred group was then 
classified as an Internalizer or non-Internalizer based on 
the CBCL Internalizing !-score. The CBCL was identified as 
the criterion because of empirical methods used in creating 
the factor structure, extensive clinical use, psychometric 
properties, cross-informant design, and large research 
representation. 
Summary of Evaluation Results 
When compared with the CBCL Internalizing !-scores, 
ISSC Total scores were shown to have a moderate relationship 
with the criteria for identifying clinically significant 
internalizing problems. The results confirm the hypothesis 
that the ISSC would meet adequate criteria for concurrent 
criterion-related validity. 
Evaluation of the clinical cutoff points indicated that 
an ISSC Total score of 70 should be considered clinically 
significant. Children reporting internalizing problems at or 
above this level would be considered appropriate for clinical 
treatment, given consensus of cross-informant information. 
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The difference in female and male cutoff points, 70 and 67, 
respectively, is consistent with Merrell and Dobmeyer (1996) 
that females report slightly more internalizing symptoms than 
Ira.les. 
The ISSC was shown to have the ability to classify cases 
that reported significant internalizing problems from those 
that did not with a high degree of accuracy. A number of 
ISSC items were identified that contributed significantly to 
the discriminating power. It was noted that all of these 
critical items were from the negative affect/general distress 
factor. 
Analyses of group differences revealed clinic-referred 
cases as having reported more internalizing problems than the 
general-school-population cases. Statistical and clinical 
significance were demonstrated for the differences between 
these groups. However, only clinical significance was 
demonstrated for the differences of reported internalizing 
problems for the clinic-referred internalizing group and the 
clinic-referred noninternalizing group. 
Relationship to Prior Research 
In relation to other self-report instruments designed to 
assess internalizing problems, the !SSC has adequate evidence 
of criterion-related validity. As reported in the Review of 
the Literature, correlation coefficients for the relationship 
between a criterion measure and a predictor ranged from . 11 
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to .51. Of note, several of the cited studies used either 
o~her self-report instruments, or diagnostic impression from 
a semistructured interview as the criterion measure. Knight 
et al. (1987) did utilize the parent version of a self-report 
instrument designed to measure depression and reported a 
correlation coefficient of .49 for the total scores. The 
criterion-related validity for the !SSC was found to be 
slightly higher, indicating strong evidence of criterion -
related validity within the context of self-report 
instru ments. 
A critique of self-report instruments designed to assess 
internalizing problems revealed that several of the 
instruments used in clinical evaluations lacked strong 
discriminant power (Kazdin, 1987a). The discriminating power 
of the !SSC was demonstrated to be clinically meaningful for 
classifying significant internalizing problems in children. 
Thus, the !SSC could be considered an efficient screening 
tool, and one that provides useful information for diagnosis 
and treatment planning. 
Kazdin (1987a) also noted that cutoff scores for the 
CDI, CDS, SRS, and CES-D often yielded high percentages of 
False Positives and False Negatives, despite maximization 
procedures used to empirically derive cutoff points. The 
cutoff points specified in the present study were 
demonstrated to be approximately 75% accurate for sensitivity 
and specificity. As Kazdin pointed out, even with 75% 
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accuracy, 25% of the cases will be either False Positives or 
False Negatives, and could result in inappropriate referral 
or treatment decisions. Thus, assessment should always 
include multiple instruments and sources. 
The overall comparison between the ISSC and other self-
report instruments designed to assess internalizing problems 
indicates the ISSC has strong reliability and is gaining more 
evidence of construct, convergent, and criterion-related 
validity. 
Implications for Clinical Practice 
Evidence of criterion-related validity, clinical cutoff 
points, and strong discriminating power establish the ISSC as 
a valid and clinically useful instrument for screening 
internalizing problems in children. The ISSC is a tool that 
can be used to gather information regarding the clinical 
significance of reported internalizing symptoms in children, 
and factor scores can be utilized to further discriminate 
between different internalizing problems. 
As a clinical screening tool, the ISSC can provide 
mental health professionals with information that may be 
difficult to gain from other sources because of the covert 
nature of internalizing problems. As reported by researchers 
investigating prevalence rates of internalizing disorders and 
problems, critical symptoms may often go unnoticed and 
therefore untreated. Beitchman et al. (1992) suggested that 
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early intervention for internalizing problems often resulted 
in significant reduction of symptoms, and incidence of 
recurrent problems. 
The factor structure identified by Merrell, Crowley et 
al. (in press) can further enhance the clinical use of the 
ISSC. With the high prevalence of comorbidity among 
internalizing disorders, and particularly depression and 
anxiety, factor scores can be used to distinguish symptoms as 
being related more to depression or anxiety, or both. !SSC 
Total scores that are clinically significant for Factor 1 
(negative affect/general distress) but not Factor 2 (positive 
affect) may be indicators of an anxiety disorder, but not a 
depressive disorder. This type of information could prove 
valuable for accurate diagnosis and treatment planning. 
The clinical cutoff scores can be useful for obtaining 
outcome data regarding treatment effectiveness. Pre-
treatment administration of the ISSC can provide a reference 
point from which to follow the effectiveness of clinical 
intervention. Administration of the !SSC during treatment 
can provide information regarding treatment response, and 
post-treatment administration can provide information 
regarding appropriateness of termination. 
The results of the present study also provide a 
rationale for use outside clinical settings, such as in a 
school or medical setting. As a screening instrument, 
professionals can use !SSC scores to make referral decisions. 
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The strong discriminating power of the instrument indicates 
that it can be used with a high degree of confidence to make 
decisions to refer for treatment, or to defer treatment. 
cross-informant information and semistructured interviews 
would continue to be necessary for making referral decisions; 
however, because of the covert nature of internalizing 
symptoms, the ISSC could provide professionals with valuable 
self-report information that may go unnoticed or unreported 
by other observers. 
Limitations of the Present Study 
Limitations of the present study include limited 
geographical representation within the sample, modest sample 
size, source variance between parent ratings and self-
reports, the use of the CBCL Internalizing score of 64 as an 
identifier of clinical significance, and the fact that the 
cutoff score of 70 for the combined genders is less than one 
standard deviation from the mean of the national sample. 
Each of these limitations will be discussed in the order 
presented. 
Limited Geographical Representation 
Within the Sample 
The homogeneous characteristics of the samples used in 
the present study present limitations to the generalization 
of results . Ethnic identity, SES levels, and cultural 
experience can greatly influence reporting of symptoms 
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related to internalizing problems. Because of the level of 
confidentiality and use of parent subjects, identifying 
information was restricted to age, gender, and grade of the 
child, and only gender for the parent . Therefore, 
representation of ethnic identity and SES level was only 
assumed. Given the dominant characteristics (Caucasian, and 
middle-class SES) of the geographical areas in which subjects 
were recru ited , it was assumed that minority characteristics 
were underr eprese ntative for a general population. Caution 
should be taken, therefore, when applying the results of this 
study to non-Caucasian children. 
Modest Sample Size 
The nature of the data collection created the impetus 
for the modest sample size used in the study. Recruitment of 
a general-s choo l-population sample that required parent 
permiss ion and participation was anticipated to be difficult. 
Therefore, it was decided 100 cases each for the clinic-
referred group and the general-school-population group would 
satisfy basic criteria for meaningful analysis. Two specific 
areas may have been impacted from the small sample size, 
including limited representation of cases that were only 
identified as Internalizers, and the evaluation of the 
clinical cutoff points, particularly for the female and male 
analysis. 
Becaus e of the covert nature of internalizing problems, 
children are more likely to be referred to clinical settings 
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because of externalizing problems, as these are more obvious 
and problematic for parents and teachers . In addition, 
despite the seemingly opposite behavioral domains of 
internalizing and externalizing problems, statistical 
intercorrelation studies have indicated the two broad-band 
domains share high comorbidity rates (Merrell & Walters, 
1996). Therefore, a child may be experiencing internalizing 
problems that underlie the externalizing problems, or the 
intensity of the internalizing problems create externalizing 
problems (i.e., increased irritability from depression), and 
thus, a parent behavior report for the child will include 
both internalizing and externalizing problems (Achenbach, 
1991a; Reynolds, 1990). A larger sample size from a clinical 
setting may produce a significant number of cases in which 
internalizing problems are the presenting problem, without 
the comorbidity of externalizing problems, and thus may 
produce a better understanding of the relationship between 
the !SSC and parent responses on behavior checklists. 
Small sample size also impacted the calculation of the 
clinical cutoff scores. The small number of cases for each 
score and the fact that some scores were not represented 
limited the degree to which sensitivity and specificity were 
investigated. Therefore, the cutoff scores reported in the 
present study, especially the female and male cutoff scores, 
may need further evaluation with a larger sample to provide 
the most efficient sensitivity and specificity. 
Source variance Between Parent 
Ratings and Self-Reports 
variation in the reporting of symptoms between parents 
and children may be more pronounced for the internalizing 
problems than any other areas of concern, and may have 
impacted the results of the present study. Despite support 
for the CBCL as a criterion measure, the covert nature of 
internalizing problems limits observational opportunity for 
parents, and therefore, behavior checklists may have 
underrepresented internalizing problems in children. 
77 
Costello and Angold (198 8 ) reported "many children who self-
report depression will not be identified as depressed by 
parents, but almost all depression identified by parents will 
be endorsed independen t ly by children" (p. 727) . 
Although this issue is recognized as a limitation 
because of the possible impact on the evaluation of 
criterion-related validity for the !SSC, it is noted that 
several researchers have stated the necessity for the 
combination of cross-informant behavior checklists and self-
reports in the assessment of child psychopathology (Bird et 
al., 1987; Costello & Angold, 1988; Mattison & Bagnato, 
1987). 
Use of the CBCL Internalizing 
T-score of 64 
Achenbach (199la) reported using a maximization method 
to establish the ~-score of 64 as the clinical cutoff point 
for the broad-band scales . Results of Achenbach's evaluation 
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revealed 64 to be the cutoff point that represented the most 
sensitivity and specificity, as this represented the 82nd to 
90th percentile range in the normative sample. 
The limitation of using the CBCL 1-score of 64 is 
pronounced in the fact that this cutoff score was calculated 
using a normative sample, whereas the present study used a 
clinic-referred sample and a general-school-population 
sample. This difference may have impacted the sensitivity of 
the !SSC for the clinic-referred sample, as the CBCL 1-score 
of 64 is based on a normative sample much more related to the 
general-school-population sample used in this study. 
Cutoff Point of 68 Less Than One 
Standard Deviation from the 
Mean of the National Sample 
The clinical cutoff point of 68 for the combined genders 
is less than one standard deviation from the national sample 
mean of 53.52 (SD 20.20) (Merrell & Walters, 1996). This may 
be explained by the fact that the national sample was 
recruited from a general school population, and the present 
study included a sample drawn only from clinic referrals. 
Subjects included in the general-school-population sample 
have been shown to report significantly fewer internalizing 
problems than subjects drawn from clinical groups, resulting 
in a significantly different distribution of scores . 
Therefore, use of the cutoff score of 68 may produce higher 
false positives in the general population, than when used for 
a clinic-referred population. 
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Directions for Future Research 
The acceptable but moderate criterion-related validity 
of the !SSC presents an area for future research. The 
limitations of using a parent rating and the self - report 
instrument in the present study could be expanded through use 
of a semistructured interview as the criterion measure. 
Issues of interrater reliability and diagnostic criteria 
would need to be addressed to ensure reliability and validity 
of the criterion measure. A study of this nature could 
enhance the evidence for criterion-related validity and 
increase the confidence for clinical use of the ISSC. 
Further evaluation of gender-specific clinical cutoff 
points also presents an area for research. A larger sample 
size for each gender could provide professionals with more 
confidence in using the scores to identify clinical 
significance of reported symptoms. 
One last area of future research is presented in the 
expansion of population representativeness. Similar studies 
with minority cultures and various SES levels may provide 
wider use of the ISSC. 
Conclusion 
The seriousness of internalizing problems in children is 
documented in high prevalence rates and associated problems. 
In consideration of the covert nature of internalizing 
symptoms, prevalence rates may underestimate the extent of 
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the problem, and many children may go unidentified and 
untreated. In light of this issue, self-report instruments 
with strong psychometric properties are needed for more 
accurate identification of children with internalizing 
problems. Researchers have reported that early detection and 
intervention of internalizing disorders increase positive 
prognosis and decrease the risk of associated problems and 
recurrent episodes of the symptoms. 
The !SSC has evidence of strong psychometric qualities, 
including criterion-related validity, empirically based 
cutoff points, and strong discriminating power. These 
properties support use of the !SSC as a screening tool in 
clinical evaluations, and suggest the !SSC has potential for 
use in referral, diagnostic, and treatment planning 
decisions. The !SSC can potentially be used in other 
settings as well to increase the identification and 
subsequent treatment of childhood internalizing problems. 
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APPENDICES 
Appendix A: Internalizing Symptoms Scale 




I am a: Boy Girl (circle one) 
Date-------- Age ____ _ 
Grade ____ _ 
Directions 
These sentences tell some ways that boys and girls sometimes feel. Read each sentence and decide how often 
it is true for you . Ask yourself, "Is this Never true, Hardly Ever true, Sometimes true, or Often true for me?" 
After you have decided how often each sentence is true for you, make an X in the circle that goes with that 
answer. There arc no right or wrong answers, just choose the answer that tells how you feel. 
Example Never 
True 
I feel like reading a book . . . . . . . . . . . . . . . 0 
How true is this for me? Never 
True 
l. I am shy ...... .......... .... .. 0 
2. I worry about things . . . . . . . . . . . . . . . 0 
3. I feel cheerful . . . . . . . . . . . . . . . . . . . 0 
4 . I have bad dreams . . . . . . . . . . . . . . . . 0 
5. I feel important . . . . . . . . . . . . . . . . . 0 
6. Things are hard for me . . . . . . . . . . . . . 0 
7. I feel lonely . . . . . . . . . . . . . . . . . . . . 0 
8. I worry that I will hurt someone . . . . . . . . 0 
9. I have lots of energy . . . . . . . . . . . . . . . 0 
10. I have trouble sleeping . . . . . . . . . . . . . 0 
11. I feel dizzy . . . . . . . . . . . . . . . . . . . 0 
12. I feel upset . . . . . . . . . . . . . . . . . . . . . 0 
13. I believe I am good at Jots of things . . . . . 0 
14. I feel like I have made too many mistakes . . 0 
15. Lots of things scare me . . . . . . . . . . . . . 0 
16. Other kids like me . . . . . . . . . . . . . . . . 0 
17. I feel like crying . . . . . . . . . . . . . . . . . 0 
18. When there is a problem it is my fault . . . . 0 
19. It is hard for me to breathe . . . . . . . . . . . 0 
20. I do things as well as other kids . . . . . . . . 0 
Hard ly Ever Sometimes 
True True 
0 . 0 . 















































How true is this for me? Never 
True 
21. I worry that something bad will happen . . . 0 
22 . I like the way I look . . . . . . . . . . . . . . . 0 
23. I feel sad . . . . . . . . . . . . . . . . . . . . . . 0 
24. I get scared for no reason . . . . . . . . . . . . 0 
25. My stomach hurts . . . . . . . . . . . . . . . . 0 
26. My head hurts . . . . . . . . . . . . . . . . . . . 0 
27. I feel sorry for myself . . . . . . . . . . . . . . 0 
28. It is hard for me to sit still . . . . . . . . . . . 0 
29. I feel like being alone . . . . . . . . . . . . . . 0 
30. It is hard for me to think . . . . . . . . . . . . 0 
31. I laugh and smile as much as other kids . . . 0 
32. My feelings get hurt easily . . . . . . . . . . . 0 
33. Nothing is fun for me . . . . . . . . . . . . . . 0 
34. I have a hard time ma.king up my mind . . . 0 
35. I think about hurting myself . . . . . . . . . . 0 
36. I do well in school . . . . . . . . . . . . . . . . 0 
37. It seems like rio one cares about me . . . . . 0 
38. I feel happy . . . . . . . . . . . . . . . . . . . . 0 
39 . 1 feel very tired . . . . . . . . . . . . . . . . . . 0 
40. I don 't feel like doing anything . . . . . . . . 0 
41. I like myself .... . . ....... .... . . . 0 
42. I worry that other people will . . . . . . . . . 0 
not like the way I do things 
43 . I hate it when I am the center of attention 0 
44. Bad things happen to me . . . . . . . . . . . . 0 
45. 1 think about dying . . . . . . . . . . . . . . . . 0 
46. My hands and feet feel sweaty 0 
47 . I feel like playing with my friends . . . . . . . 0 
48 . I can't do anything right . . . . . . . . . . . . 0 
!SSC Rcsurcli V<rn<>o !.O 





























































Copyrighl O 1996 by K,:oo<lh W. McrrcU aod Amy S. Wah,rs . No1 10 be reproduced io wbol< or ,,.n by aoy proocss wilhoul wrinca pcrmissio• of tl>c aulh on. 
95 
Appendix B: Letter of Permission 
Utah State 
UNIVERSITY 
COLL£CE Of EDUCATION 
C~er (o, Penons with o,ubilities 
A Uniw~ty A/ftliattd Program 
Log.in. Uuh 11•322-6800 
~: {801) 797 -1981 
Dear Parents: 
This letter is to invite you to participate in an important study being conducted by graduate students at 
Utah State University. To participate, you will be asked to complete a questionnaire about your child. 
This questionnaire takes approximately fifteen to twenty minutes to complete. Completed questionnaires 
will be placed in the envelope provided, and the sealed envelope should 6e returned with your child to give 
to their teacher at school. 
Also, we are asking for permission to allow your child to complete a short questionnaire that requites 
fifteen to twenty minutes to complete. This would be done in the classroom at school, as your child's 
teacher has agreed to participate in this study. Please be aware that both you and your child are free to 
withdraw from the study at anytime, without consequence. 
To ensure confidentiality, identifying information will be minimal, and, although names will be need ed to 
match the parent questionnaire with the child questionnaire, all names will be blacked out immediately 
following the completion of the child's questionnaire. All completed materials will be kept in a locked file, 
in a locked office on the USU campus , and will be destroyed within one year after completion of the study . 
lt should be noted that if the information provided on either the parent or the child's questionnaire 
indicates a possible area of concern, the child's teacher will be noUfied, and the teacher .will notify you, the 
parent. When a concern is noted, a list of reference resources will be provided to the parents, by either the 
teacher or the graduate students conducting the study. · 
Your participation and permission for your child's participation are greatly appreciated. If you have any 
questions, please feel free to contact either myself, Lisa McQun at (801) 233-8168; or Kenneth Merrell at 
(801) 797-2034. 
Si.t\ferely, 
!ffi8..(i/A Q:v'- Ir . (. 
~~~M.S. /IU-v, 
Utah State University 
PleiSe fill out this section and return to your child's classroom teacher . 
___ I give my child permission to participate in this study. 
___ I do not give permission for my child to participate in this study. 




Lisa A. McCiun 
Address and Phone 
Professional Address Mailing Address 
2623 S. Elizabeth St. Primary Children's Center for Counseling 
5770 S. 1500 W. Salt Lake City , lIT 84106 









Utah State University 
Professional-Scientific Program 
Minor: School Psychology 
APA Accredited Program 
Utah State University 
Major: School Counse ling 




Alta View Center for Counseling, Sandy, lIT (9/96-3/97) 
Primary Children's Center for Counseling , Salt Lake City, lIT 
APA Accredited Psychology Internship 
Individual therapy for children, adolescents young adults, 
and families; assessment and report writing for wide range of 
diagnositic symptomolog y. 
Supervisor: Matthew Wenner, Ph.D. , Merrill Kingston, Ph.D. 
Director of Training: Cheri S. Reynolds, Ph.D. 
6/95- 7/96 Clinical Assistant/Psychology Specialist 
Clinical Serv ices, Center for Persons with Disabilities, Utah State 
University, Logan, ITT. 
Clinical interviews, observation, assessment, and report writing 
for child and adolescent clients with a wide variety of psychiatric 
disorders, particulary Attention Deficit Hyperactivity Disorder, 
Autism, & learning disabilities; consultation, individual child 
therapy, family therapy, smal l group social skills, and parent 
management training; supervise doctoral and masters level 
practicum students, serve on multidisciplinary team. 












Psychology Department, Utah State University 
Undergraduate introductory psychology class, 150 to 375 students. 
Conducted lectures, prepared quizzes and exams, met individually 
with students, kept all records. 
Supervisors: Kenneth Merrell, Ph.D., & Mark Nafziger, Ph.D. 
School Counselor, South Cache Middle School 
Cache School District, North Logan, Utah 
Provided individual and group counseling, academic skills training, 
orientation for new students; taught classes on self-esteem, decision 
making, and career planning; coordinated drug prevention program , 
served on IEP teams, and community committee for delinquent 
youth. 
Supervisor : Keith Checketts, Ph.D. 
Research Assistant 
Research and Evaluation Methodology Program , Utah State 
University. 
Conducted data collection and analysis, observation, and edited 
annual report for the Utah Educational Technology Initiative in local 
school districts . 
Supervisor: Blaine Worthen, Ph.D. 
Practica 
Student Counseling Center, Utah State University 
Clinical interviews, individual therapy, groups therapy , 
assessment, therapy training , report writing. 
Supervisor: Gwenna Couillard, Ph.D. & Mark Nafziger, Ph.D . 
Utah State Community Clinic 
Psychological evaluation, individual and group therapy , report 
writing, therapy training. Adult, adolescent, child clients . 
Supervisors: David Stein, Ph.D . & Susan Crowley, Ph.D. 
Clinical Services, CPD, Utah State University 
Psychological and educational assessment, consultation, report 
writing, social skills training, community consultation. 
Supervisor: Phyllis Cole, Ph.D . 
Rural School Psychology Training Program, Utah State 
University 
Research on aspects of rural school psychology, developed 
handbook for school psychologists working in rural areas. 
Supervisor: Kenneth Merrell, Ph.D. 
Cache School District, North Logan, Utah 
Individual and group counseling, social skills and academic 
skills training. Regular and Alternative High schools. 
Supervisors: Keith Checketts, Ph.D . & Elwin Nielsen , Ph.D. 
Community Presentations 
April 1996 Empathic Listening Skills. Presented to the Peer Counseling 
students at Utah State University, Logan, Utah 
99 
Oct. & Nov. 1995 Common Psychiatric Disorders in Women: Etiology, treatment, and 
prevention. Presented to various women's clubs, Logan, Utah, & 
Preston, Idaho. 
October 1995 Helping your ADHD child with homework: Behavioral 
strategies. Presented to ADHD parent support group, Logan, Utah. 
May 1995 Decision maldng: Choices and consequences. Class taught to fifth 
graders at Lewiston Elementary , Lewiston, Utah. 
Thesis & Dissertation 
Thesis: The relationship between perceived parenting styles and adolescent locus of 
control and self-concept. 
Chairperson: Kenneth W. Merrell, Ph.D. 
Dissertation: An investigation of criterion-related validity and clinical sensi ti vi ty of the 
Internalizing Symptoms Scale for Children 
Chairperson: Kenneth W. Merrell, Ph.D. 
Certifications 
1997 National School Psychologist Certificate 
1993 School Counselor Certificate, State of Utah 
Professional Memberships 
American Psychological Association (Student Affiliate) 
American Psychological Association, Division 13 (School Psychology) 
National Association of School Psychologists 
Presentations & Publications 
(Accepted, Submitted) 
McClun, L.A., & Pratt , S. P. (March 1996). A School Based Social Skills Training 
Pro gram for Children with Attention Deficit Hyperactivity Disorder. Poster 
presentation at the meeting of the National School Psychologist Association, 
Atlanta, GA. 
McClun, L.A., & Merrell, K. M. (1995). The relationship between perceived 
parenting styles and adolescent locus of control and self-concept. Submitted for 
publication in Social Psychowgy of Education. 
McClun, L.A. (1995). Social Skills Training Manual/Parent Handbook: A 
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Positive Approach for Parents and Children. Center for Persons with Disabilities, 
Utah State University. 
Ames, N., McClun, L.A., Walters, A. S., Winward, C. (1994). A Practical Guide to 
Common Problems Experienced by Rural School Psychologists. Utah State 
University. 
McClun, L. A. (1994, April). Relatwnship Between Perceived Parenting Styles and 
Adolescent Locus of Control and Self-Concept. Poster presented at the meeting of 
the Rocky Mountain Psychological Association, Las Vegas, NV. 
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